Pustulotic arthro-osteitis is a syndrome, oiginaily described in Japan, in which a sterile inflammatory osteitis of the sternoclavicular region occurs in combination with a non-erosive arthritis, sacroiliitis, and a pustulotic rash on the palms and soles.
Pustulotic arthro-osteitis is a rheumatic syndrome of unknown cause, characterised by an inflammatory osteitis ofthe sternocostoclavicular region and palmoplantar pustulosis.' In some cases a non-erosive oligoarthritis may occur, as may sacroiliitis and syndesmophyte formation.'
Because of these last abnormalities it has been proposed that the disease should be classified as a member of the seronegative spondyloarthritis group, though affected patients are seldom positive for HLA-B27.2 Hitherto, most reports of the disease have originated from Japan, 24 and although the syndrome has also been described in white populations,59 it is rare in the United Kingdom. 10 We now-describe a British patient who presented with an unusual form of arthroosteitis and palmoplantar pustulosis, in that the predominant site of the disease was the fibula and the arthritis was erosive.
have a symmetrical arthritis affecting the metacarpophalangeal and proximal interphalangeal joints of the hands, both wrists, and both knees. affecting the small joints of the hands, wrists, knees, and left leg. Five years previously she had attended a dermatologist because of a pustular rash affecting the palms of both hands and the soles of both feet but had not mentioned this at the time of her presentation with joint symptoms. Systematic inquiry was unremarkable apart from the fact that she had had mild Raynaud's syndrome for many years.
On physical examination she was found to Biochemical and haematological screens were normal, erythrocyte sedimentation rate (ESR) was 15 mm in the first hour, and rheumatoid and antinuclear factors were negative. Although hand radiographs were normal, x rays of the left leg showed sclerosis and expansion affecting the lower third of the left fibula ( fig 1) . An open biopsy showed mild chronic inflammatory changes and osteosclerosis. The appearances were consistent with a low grade osteitis, though cultures of material taken at operation were negative.
The patient was thought to have a combination of mild seronegative inflammatory arthritis and a low grade osteitis of the fibula. Treatment was started with flucloxacillin, analgesics, and nonsteroidal anti-inflammatory drugs, but she continued to experience pain in the left leg. Three years later she was referred to the centre for rheumatic diseases increases in tracer uptake at the lower ends of the left fibula and tibia, the anterior ends of the seventh and eighth ribs, and the posterior end of the third rib. An x ray examination of the chest, pelvis, and lumbar spine showed no abnormality, but x rays of the hands showed evidence of a symmetrical erosive arthritis affecting both wrists and several of the metacarpophalangeal and proximal interphalangeal joints in both hands (fig 2) .
In view of the clinical features a diagnosis of arthro-osteitis and palmoplantar pustulosis was suspected and the antibiotics were stopped, with no significant deterioration in symptoms. Although the arthropathy is currently well controlled by non-steroidal anti-inflammatory drugs, she continues to experience persistent leg pain and because of this has been treated with local transcutaneous electrical nerve stimulation, with some improvement.
Discussion
The osteitis and hyperostosis have been confined to the sternocostoclavicular region in almost all previous reported cases of this syndrome. 1-9 Although our patient almost certainly had osteitis affecting the ribs, as shown by the bone scan abnormalities of the thoracic cage,2 these lesions were asymptomatic and were not associated with any obvious radiological change. In contrast, there was marked expansion and periostitis of the left fibula, which was the major symptomatic problem throughout the patient's follow up. Despite the unusual distribution of lesions the diagnosis was almost certainly a variant of arthro-osteitis because of the characteristic histological and radiological changes,2-9 the association with palmoplantar pustulosis, 3 The diagnosis was initially overlooked in our patient probably owing to the atypical presentation with the leg predominantly affected, failure of the patient to give a history of palmoplantar pustulosis at the initial presentation, and the apparent rarity of the condition in the United Kingdom population.'0 Although our awareness of arthro-osteitis was heightened by this patient, no further cases of the disease have been seen on review of 120 consecutive patients attending our seronegative spondyloarthropathy clinic. Nevertheless, our observations indicate that arthro-osteitis may easily be missed unless clinical suspicion is high and should be considered in all patients who present with sclerotic bone lesions, even in sites outside the sternocostoclavicular region.
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